Anteriorly displaced fractures of the wrist can be treated by the Kapandji technique of percutaneous intrafocal pinning with pins inserted through an anterior approach to give good reduction and stabilisation of the fracture. We have modified this technique by placing the pins through a posterior approach which decreases the risks of neurovascular damage.
A Smith's fracture may be treated operatively by a buttress plate, 1 Kirschner (K-) wires or external fixation. 2 Hoël and Kapandji 3 developed a percutaneous technique using two anterior skin incisions, 5 mm medial to the radial artery and lateral to the ulnar artery, to pass Kirschner wires into the fracture site before reducing the fracture. The wires were then advanced into the posterior cortex at an angle of 45°. This blind approach may, however, put the adjacent vessels, tendons and nerves at risk. We have used a reversed Kapandji technique with the pins introduced through a posterior approach and locked at the anterior cortex at the fracture site after reduction. We report our results in six patients.
PATIENTS AND METHODS
Between June 1995 and April 1996 we treated six patients aged from 9 to 15 years (Table I) . Percutaneous wiring was chosen either because of bilateral fracture in an adolescent, instability or failure of conservative treatment. Operative technique. Under fluoroscopic control, the radius is approached posteriorly and proximally at an angle of 60° to the anterior cortex at the fracture site ( Fig. 1) . A Kwire, 2 mm in diameter, is introduced percutaneously medial to the extensor pollicis longus, passed between the tendons and through the posterior cortex. The wire is then replaced with a partially-threaded pin trimmed to keep 5 mm of thread which is introduced up to the anterior margin of the fracture. Non-threaded pins are not recommended because they may migrate. Reduction is achieved by traction and by extension of the distal radius while the wire is advanced 3 mm through the fracture. After this the traction is released. Additional lateral or posterior wires can be placed if necessary. The stability achieved is demonstrated by maximal flexion and extension of the wrist under image-intensifier control (Fig. 2) . After operation the wrist was immobilised in an anterior splint or cast for a mean of six weeks (2 to 9). The wires were removed after a mean of eight weeks.
The mean follow-up in our six patients was eight months. Flexion, extension, pronation, supination and radial and ulnar deviation were measured in degrees and compared with those of the opposite side. Lateral shift, shortening and anterior tilt of the distal radius were assessed radiologically. 
RESULTS
All the patients had satisfactory improvement in the position of the fracture as judged radiologically (Table I; Fig 3) . One was lost to follow-up after ten days, at which stage the anatomical reduction was perfect, with no secondary displacement. At the final follow-up at a mean of eight months, three patients were completely free from symptoms with full function, one (case 3) had pain on the medial side of the wrist after prolonged supination while playing a guitar, one (case 5) had pain on the ulnar side on forced or rapid supination and another (case 6) experienced dorsal paraesthesiae and showed a minimal decrease in flexion and ulnar deviation (Fig. 4) .
DISCUSSION
An anterior buttress plate is recommended for the treatment of fractures of the wrist with anterior displacement. In adults, 28% of these fractures show malunion with an overall complication rate of 40%. 4 In children, the use of a buttress plate may give problems because of the open growth plate, the need for a large incision, and for general anaesthesia when the plate is removed. The Kapandji technique is widely used in Europe for treating fractures of the wrist with posterior displacement. Hoël and Kapandji 3 used a modification of the classic technique with a volar approach for fractures with anterior displacement. This approach may be risky in inexperienced hands because of the important structures which lie nearby. We have changed the direction of insertion of the wires to provide a greater margin of safety and have used wires with a distal thread to avoid secondary slipping. The pin should be thin enough to allow accurate reduction of the fracture and sit snugly next to the anterior cortex to prevent secondary displacement of the epiphysis. If considerable callus has already formed the pins are best inserted directly into it. The method is best reserved for metaphyseal rather than more proximal fractures. Our results were good, given that the technique was applied to difficult fractures.
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